only safe plan was to remove the uterus. The danger of extraperitoneal Caesarean section was that the infected uterus was left. After all, the difficulty in practice was to decide which cases were so bad as to come into the category of definitely septic cases, and he suggested to Dr. Routh a rough distinction between those obviously infected and those only suspected. In the two cases in which he performed craniotomy the liquor amnii was offensive, and the patient had a temperature of over 1000 F. When both of those two features were present one should conclude there was definite infection of the uterus. Among the suspected cases he would include those in which a long period had elapsed since the liquor amnii had drained away, or in which repeated attempts at delivery had been made by persons who, without intending any offence, he would speak of as unskilled persons, or where the surroundings made asepsis difficult to carry out. With care in technique conservative Casarean section should get one safely through. Where there was no reasonable doubt of the presence of infection in a case, and the abdomen was opened, the uterus should be removed, and personally he would prefer a supravaginal operation, providing for free drainage, both suprapubic and vaginal.
Dr. SAM. CAMERON found it difficult adequately to express his admiration for the successful manner in which Dr. Routh had accomplished his arduous task. Dr. Routh's contribution would become classical. He (Dr. Cameron) thought that very frequently it was impossible to state whether a case was infected or not. Even if a case were infected there was no reason why Ctesarean section should not be performed. He could not agree with Dr. Eden that the existence of a foul-smelling discharge was an indication for craniotomy. The worst cases of septicaemia were those in which the discharge was not offensive. The presence of a foul-smelling discharge might indicate infection by putrefactive bacteria which did not seriously endanger life. He would not even attach any great importance to the presence of streptococci in the amniotic fluid, because the presence of such organisms did not necessarily mean that the performance of Caesarean section would cause the case to terminate disastrously. The recognition of micro-organisms necessitated the presence of a skilled bacteriologist, and usually the cases did not permit of delay. Moreover, it was impossible to foretell the virulence of the organism, as the same organism might affect different patients in very different ways. Therefore he would not allow the presence of streptococci to influence his operative procedure. He had been guided almost entirely by the general condition of the patient. When a case, however, had been repeatedly examined before her admission to hospital he removed the uterus by supravaginal hysterectomy. So long as a woman was not moribund, and the child was still alive, he performed Coesarean section, but never craniotomy.
As regards the results which were being obtained, he might mention that in the new Glasgow Maternity and Women's Hospital, Dr. Russell had performed thirty-three cases without a death. Dr. Murdoch Cameron and himself had performed Cassarean section in twenty-one cases of contracted pelvis in the new hospital, and thus, in the wards of this institution, Caesarean section had been performed in fifty-four successive cases without a death. In at least five of Dr. Cameron's cases, the cases had been tampered with before their admission to hospital. In one case the child's face had been abraded with the forceps, and yet the patient, after supravaginal hysterectomy, made an uninterrupted recovery. These results seemed to show that craniotomy should be discouraged.
In cases where repeated examinations had been made, or where forceps had been applied, Dr. Cameron's technique was briefly as follows: After the abdominal cavity had been opened into, the uterus was dragged into the wound. Large swabs were then introduced into the cavity, and the lower portion of the uterus was encircled with towels so that the fluid might not escape into the peritoneal cavity. When the uterus had been emptied a large swab was thrust into the uterine cavity and the edges of the uterine incision were covered with gauze. Supravaginal hysterectomy was then performed.
In future he intended to introduce the lactic acid bacillus into the vagina when dealing with septic cases, as he had obtained fairly satisfactory results in gonorrhceal cases from this method of treatment. In his opinion supravaginal hysterectomy should be preferred to panhysterectomy, and he questioned if the introduction of gauze into the vagina in order to obtain drainage was of any benefit whatsoever. He did not feel inclined to perform extraperitoneal Cmsarean section, because it took a longer time to perform. Consequently the uterine wound was exposed to the air for a considerable time, and, in addition, the surrounding cellular tissue was liable to get bruised during the various manipulations. Again, in septic cases, a septic organ was allowed to remain in the body when its removal would be an advantage. In conclusion, Dr. Cameron stated that it was his intention to continue performing Caesarean section in preference to craniotomy in all cases where the mother was not moribund and the child was alive, as he was strongly of opinion that the application of forceps by a practitioner, or even the presence of organisms in the liquor amnii, did not justify the destruction of a living child.
